Background: Secondary acquired perineal hernias are rare events usually associated with extensive pelvic surgery. Although most are asymptomatic, when symptoms are present surgical intervention is warranted. There is currently no consensus regarding the management of these hernias. An unusual case of a recurrent perineal hernia following sacrospinous fixation resulting in large bowel incarceration is reported. Case: A 64-year-old woman presented with an anterior vaginal wall prolapse and multiple pelvic-floor defects. She subsequently underwent a sacrospinous fixation and enterocele repair. The enterocele recurred and she underwent a second enterocele repair. Approximately 6 months later, she presented with a perineal hernia that involved an incarceration of the large bowel. Results: The hernia was reduced, the pelvic-floor defect was repaired, and a biologic, absorbable mesh was applied. Approximately 5 months later, the patient presented with a recurrence of the perineal hernia. The hernia was reduced and this time a synthetic, nonabsorbable mesh was used, and there were no signs of recurrence at 6 months' follow-up. Conclusions: Acquired perineal hernias are extremely rare events, especially when they recur and involve large bowel incarceration. Several factors may influence the development and possible recurrence of secondary acquired perineal hernias, including lifestyle, occupation, gestational history, and past medical and surgical history. The use of a nonabsorbable mesh to prevent recurrence is suggested, although current literature reports success rates that are fairly similar for users of both absorbable and nonabsorbable meshes. ( J GYNECOL SURG 28:230) 
Introduction
A n acquired perineal hernia is a rare event. It is even rarer when it recurs within the same patient and involves large bowel incarceration. In 2008, Salameh reported that < 100 cases had been cited in the literature, a figure that has remained largely unchanged since the early 1990s. 1 Acquired pelvic diaphragm hernias can be classified as either primary, occurring in patients who have had no previous surgery, or secondary; these are seen in patients who have had pelvic surgery and in which the hernia is postincisional. 2 Primary hernias are often diagnosed in patients who have had increased intra-abdominal pressure in adulthood, as occurs during multiple gestations. 2 When secondary acquired perineal hernias occur, they are more often associated with radical pelvic surgery, such as pelvic exenteration, abdominoperineal resection of the anorectum, and radical cystourethectomy, among other procedures. 2 Incidence rates have been reported to be between 0.6% after abdominoperineal resection of the anorectum, to up to 3% after pelvic exenteration. 2 The rate of occurrence correlates with the magnitude of the operation. 3 Secondary acquired perineal hernias are less commonly associated with relatively less-invasive procedures, such as sacrospinous ligament suspension and pelvic-floor reconstruction. A worthwhile point to mention is that a perineal hernia is not the same as a perineocele, which is a defect through the muscular wall on the right side. In contrast, a sigmoidocele is a defect on the left side, the side of the sigmoid colon. These conditions have also been reported in the literature but are not related to the case discussed here. An exceptionally rare case of a recurrent perineal hernia involving large bowel incarceration in a 64-year-old woman, originally undergoing sacrospinous ligament fixation and pelvic floor reconstruction, is presented.
Case
A gravida 3, para 3 64-year-old white woman presented to the University of Miami Health System/Jackson Memorial Hospital in February 2009 because of urinary incontinence. (From this point, dates in this article are referenced in number of months from this initial presentation.) The patient had a past medical history significant for hypertension, diabetes, obesity, and dyslipidemia; her past surgical history was significant for a laparoscopic cholecystectomy. She reported a 1 year history of stress urinary incontinence. Physical examination revealed an anterior vaginal wall prolapse in addition to multiple pelvic floor defects. This particular patient's Pelvic Organ Prolapse Quantitation system (POPQ) score was a 4 according to standard measurements described in Ostergard's Urogynecology and Pelvic Floor Dysfunction. 4 Her initial workup included urodynamic testing, a pelvic and transvaginal ultrasound, and a cystourethroscopy. Urodynamic testing revealed a stable bladder and a normal bladder capacity. The ultrasound demonstrated the presence of an 8.3-cm cystocele and no masses or cystic lesions within the pelvic floor. The cystourethroscopy revealed a normal distal, mid and proximal urethra with no evidence of diverticula. There was no evidence of any urethral abnormalities. Upon evaluation of the bladder, the dome, side-walls, and posterior wall all appeared normal. The reason that cystoscopy and ultrasound were performed on this patient was that she had complained on initial presentation of subjective stress urinary incontinence for the past year. This was the presenting symptom for which she was seeking medical attention. The urodynamics study confirmed objectively that she did indeed have urinary stress incontinence. Based on the surgeon's collective experience over the past 22 years, cystoscopy was considered the standard of care for cases such as these, in which better visualization of the urethra is needed to assess its degree of mobility.
At this time, the patient underwent bilateral sacrospinous fixation with a sling, bilateral paravaginal defect repair, a Kelly-Kennedy plication and implantation of a porcine dermal graft (Pelvicol Ò ), enterocele repair, a Bullard-Watson reconstruction of the perineal body, and implantation of a graft (Pelvicol). The Kelly-Kennedy plication was performed in conjunction with a sling and not a graft because it was not used for the incontinence, but rather to repair the central defect of the translocated perineal body. The Bullard-Watson reconstruction is a technique named after two early urogynecologists at the University of Miami, pioneered by Dr. Henry Landsman, MD, at the University. It is used primarily at the University of Miami/Jackson Memorial Hospital with a few exceptions. This technique refers to a specific plication of the levator muscles, which gives depth to and helps to rebuild the perineal body. Initially, the operation was successful.
Results
The patient reported a significant reduction of both her symptoms and improvement in her quality of life at followup. Unfortunately, the patient's occupation, food service inventory at a local school, involved constant heavy lifting, which resulted in an increase in intra-abdominal pressure. She presented to the University of Miami Hospital at 13 months with an exacerbation of her incontinence and discomfort. After a similar workup consisting of a thorough examination and an ultrasound, it was determined that she had a recurrent enterocele in addition to evidence of a physical displacement of the perineal body. The following month, the patient underwent a surgical revision of the enterocele, which involved a bilateral sacrospinous repair with the placement of a graft. She reported a reduction of her symptoms and was found to be stable at both the 1 and 2 month follow-up.
At 20 months, * 6 months after her pelvic procedure, the patient reported to the University of Miami Hospital on an emergency basis complaining of severe pain. Initial examination revealed a large herniated mass protruding through the right perineal, paralabial region. Emergent surgical intervention was performed. It was determined that the patient had incarceration of her large bowel through this herniation (Figs. 1 and 2) . Her vagina and rectum were intact. As part of the emergent intervention, a flexible sigmoidoscopy was performed in order to determine the viability of the colon; the colon appeared grossly normal, pink, and viable. Using saline, there was no evidence of leaks. In addition, the descending sigmoid and rectum were intact and no abnormalities were noted. Two surgical procedures were performed simultaneously with the patient in the RECURRENT PERINEAL HERNIA POSTSURGERYlithotomy position: (1) a surgical reduction of the incarcerated mass with repair of the three layers and (2) laparoscopic placement of a porcine dermal collagen mesh (Permacol, Tissue Science Laboratories plc, Covington, GA). The patient tolerated the procedures well, and all was normal at 1 and 2 month follow-up. Unfortunately, the patient presented to the University of Miami Hospital at 25 months with a large, protruding mass in the identical location as her previous hernia. The team felt an intervention was warranted in order to prevent progression of the herniation and any possible incarceration of bowel. An identical procedure was performed with the exception that a synthetic, nonabsorbable mesh was used (GynemeshÒ). The patient appeared to be well at her 6-month postoperative follow-up appointment with no signs of recurrence (31 months after her initial presentation).
Discussion
Acquired secondary perineal hernias are an infrequent complication usually associated with major pelvic surgery. When postoperative perineal hernias do occur, the majority of them are usually asymptomatic. 5 Traditionally, the prevalence rate for symptomatic secondary perineal hernias is 0.62% (21 out of 3,387 cases). 5 The most common symptom associated with perineal hernias is pain; there has only been 1 case in the literature involving bowel incarceration. 6 This is the first reported case of large bowel incarceration associated with a perineal hernia. The risk factors most often associated with the development of acquired hernias are pregnancy, obesity, ascites, previous cancer operations, exposure to chemoradiotherapy, and smoking. 5, 7 Other than obesity, the patient had no other risk factors.
Acquired perineal hernias are usually associated with invasive, extensive surgeries involving the pelvic floor; there has only been 1 reported case of a perineal hernia associated with a patient undergoing sacrospinous fixation. 8 Most of these hernias appear within 1 year following the surgery, 1 which is what occurred in the present case (at * 6 months). The anterior types of perineal hernias, categorized based on their position relative to the transverse perineal muscle, occur exclusively in females. They emerge through the urogenital diaphragm and may present as a labial mass or a swelling between the anus and ischial tuberosity. 1 This patient's hernia involved the right labia and the right paralabial region. The treatment for symptomatic perineal hernias is surgical. All surgical approaches involve dissection of the hernia sac, reduction of the contents, excision of the sac, and repair of the defect. 5 The team in this case opted to use an abdominoperineal approach in order to provide enhanced visualization and to allow for manipulation of the hernia from both above and below.
There were several factors that could have influenced the creation and recurrence of the perineal hernia in this patient. One factor was the constant elevated intra-abdominal pressure 232 RODRIGUEZ ET AL.
that she experienced related to her occupation. Other factors included the possibility of impaired wound healing and weakened musculature as a result of prior surgeries. Another factor related to the recurrence of her hernia could have been the mesh chosen for repair. During her first hernia repair, the team opted to use a biologic, absorbable mesh. The fact that the mesh used was absorbable combined with her constant elevated intra-abdominal pressure and her history of pelvic surgeries could have promoted the recurrence of her perineal hernia. Table 1 demonstrates the experiences of other surgical teams in repairing secondary acquired perineal hernias, using a variety of different meshes.
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Conclusions
Secondary acquired perineal hernias are a rare complication of extensive pelvic surgery. Although most are asymptomatic, surgical intervention is warranted when symptoms are present. Currently, there is no consensus regarding the management of perineal hernias. Several factors may influence the development and possible recurrence of secondary acquired perineal hernias, including: lifestyle, occupation, gestational history, and past medical and surgical history. The experience described here may suggest the use of a nonabsorbable mesh to prevent recurrence, although current literature reports success rates that are fairly similar for users of both types of mesh (absorbable and nonabsorbable). As such, it cannot yet firmly be concluded that one type of mesh is superior to the other in preventing recurrence. Therefore, management of these cases is still very much open to debate.
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